A 10-year-old girl presented with a discharging sinus in the left parotid region of 6 months' duration. Examination revealed a blood-tinged, mucopurulent discharge from a nontender indurated ulcer that was covered with crusts (figure 1). It improved only transiently on topical medications and oral antibiotics but failed to regress completely. She had no fever, pain, weight loss, facial asymmetry, or systemic illness. She had had pulmonary tuberculosis 2 years previously and had completed the 6-month antituberculosis multidrug regimen.
The patient's routine clinical and laboratory examinations were unremarkable, apart from a strongly positive Mantoux test. There were no known stigmata of reactivated or residual tuberculosis. A chest x-ray showed healed areas as fibrotic patches. Her serology was nonreactive. Drainage from the sinus did not increase appreciably upon eating. The oral mucosa was healthy, with the parotid duct opening at the normal position. She had no history suggestive of coagulation disorders, and there were no palpable lymph nodes in the neck, axillae, or inguinal regions.
A computed tomography (CT) sinogram showed linear, discontinuous opacities along a blind tract within the parotid substance that communicated with the exterior (figure 2, A), with the gland itself diffusely enlarged (figure 2, B). Scrapings from the ulcer and the underlying sinus tract on histology showed regular features of nonspecific inflammation without any epithelioid cells and granuloma.
Considering the lesion's clinicoradiologic features and chronicity, exploration of the sinus with provision for superficial parotidectomy was planned. However, while we were attempting to delineate the tract during surgery, the Bowman probe touched a hard object and could be negotiated around it to some extent. Exploration revealed a wooden stick, about 3. A B Figure 1 . The indurated ulcer in the left parotid region is nontender and covered with crusts, with blood-tinged mucopurulent discharge. suspected. 1, 2 The materials of the foreign bodies vary widely, and patients may remain asymptomatic for prolonged periods (years to decades). 3, 4 The history of the object's entry often remains obscure or forgotten. 3, 5 This could be because the injury leading to its entry might be trivial, and the subject might ignore or remain unaware of such an event. 5 In our patient, the chronicity of the discharging sinus and history of pulmonary tuberculosis initially led us to consider a chronic granulomatous lesion. We also ruled out malignancy and lymphoproliferative disorders. The CT sinogram, however, suggested a diagnosis resembling ductal calcifications, inspissated secretions, or limited chronic sialectasis in the parotid that could have somehow communicated to the exterior. What we did not consider was a lost foreign body embedded in the parotid. The existing literature cites no previous account of an intraparotid foreign body that has presented as a chronically draining sinus.
A foreign body in the parotid substance/duct once diagnosed must be removed surgically, which often might require superficial parotidectomy, and special care must be taken to avoid injury to the facial nerve. as the foreign body might be in close proximity to its branches. 4 CT scans can be inconclusive for nonmetallic objects (such as wood in this case), but they are essential in localizing areas of inflammation (prolonged foreign body reaction leading to granulations and fibrosis), and therefore indirectly help in their removal. 6 Figure 2 . A CT sinogram shows linear discontinuous opacities along a blind tract within the parotid substance that communicates to the exterior (A). Note the diffusely enlarged parotid gland (B). 
